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Background:  Thyrotoxic periodic paralysis(TPP) is an endocrinopathy related to increased Na+/K+ ATPase activity, triggered by 
hyperadrenergic, hyperthyroid, or hyperinsulinemic states. It is characterized by transient, recurrent episodes of flaccid muscle paralysis 
affecting proximal more severely than distal muscles. The presence of both hypokalemia and elevated levels of triiodothyronine (T3) and 
thyroxine (T4) are important diagnostic features. Arrhythmia is feared sequelae of this disease process.
case:  36 year old male with history of hyperthyroidism awoke with acute onset lower extremity paralysis and upper extremity weakness 
following Thanksgiving dinner. ER triage vitals revealed hypertension and tachycardia. Physical exam showed 0/5 lower extremity and 2/5 
upper extremity strength. An EKG showed wide complex tachyarrhytmia which then degenerated into ventricular fibrillation. Patient was 
resuscitated via ACLS. However relapsed into Vfibb arrest. Cardiology team called to help manage patient. After successful defibrillation 
and amiodarone infusion, post arrest EKGs showed variable wide complex rhythms with prolonged QT, and first degree AV block. Patient 
remained paralysed from waist down; unable to feel his lower extremities or respond to pain.
decision Making:  Labs sent revealed potassium of 1.2 and phosphorus of 0.3. Patient admitted to CICU for post arrest care and 
electrolyte correction. Thyroid profile was TSH<0.01 and total T3 of 460. Patient was successfully replenished with potassium chloride and 
given IV propranolol. Endocrinology recommended PTU therapy to quell his thyrtoxicosis. As electrolytes and endocrinopathy were treated 
patients paralysis improved within hours. EKGs improved from wide complex rhythm, to first degree AV block, ultimately back to sinus 
rhythm.
conclusion:  Patient diagnosed with thyrotoxic periodic paralysis. He was counseled on compliance with thyroid medications and 
avoidance of high-carbohydrate meals. There was no indication for AICD or further cardiac intervention. In follow up he has been 
arrhythmia free and euthyroid.
